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1=Competency Only

2=Insanity Only

3=Both Competency & Insanity
4=Competency Training X 1
5=Competency Training X 2
6=Competency Training X 3
7=Competency Training X 4

8A= DOC evaluation (comp.& ins.)
8B= DOC evaluation (either comp.or ins.)
9=Additional Mental Health Evaluation
PS= Physician Services

T= Testimony after DOC evaluation
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